Operation.-At operation several small scattered endometrial nodules were found on the floor of the pouch of Douglas, and the mass was seen to consist of contracted mesocolon, containing endometrial deposits together with a stricture of the bowel at the pelvi-rectal junction. The appearance of the bowel lesion itself suggested a ring carcinoma, but the presence of endometrial deposits in the mesocolon and pelvic peritoneum, together with the complete absence of secondary deposits in the liver or the abdominal cavity, failed to support this diagnosis. The affected area of colon was mobilized and a Paul-Mikulicz resection was carried out in two stages.
Recovery was uneventful; six months later patient was in very good health and back at her job.
Histological examination.-Typical endometrial tissue was found in the muscular wall of the colon.
Comment.-Endometriosis may occur without involvement of the genitalia, so that treatment of this condition may be by the gynaecological surgeon or the general surgeon. Endometriosis of the colon may be either part of a co-existing pelvic endometriosis or. more rarely, it may be the primary site of the disease. In the first type it is usually a part of the mass of adhesions which is so conspicuous a feature of this lesion, but the wall of the colon may be invaded by ectopic endometrial tissue. The second type of case is less common and the lesion may be a constrictive one, such as the one described, or may be -a localized endometrioma. two cases of this latter type being recently described, by Mr. Douglas MoLeod in his Hunterian Lectures before the Royal College of Surgeons. In either type the important differential diagnosis is from the carcinoma of the bowel, and this may not be made until the abdomen is opened. If a localized tumour is found it may be removed, leaving the bowel lumen intact but if, as was found in this case, a constrictive lesion is present (and the patient is a young woman) resection must be undertaken, with a prognosis, of course, very different from that of a similar case in which the lesion is malignant. Operation on 1.1.46 revealed bilateral ovarian tumours, measuring about 2 in. diameter with papilliferous growths on their surface. Small papilliferous growths had also invaded pelvic peritoneum. Total hysterectomy and bilateral salpingo-oophorectomy was performed and as much pelvic peritoneum as possible was removed.
Recovery was uneventful. A course of deep X-ray therapy was given about six weeks later.
Follow-up: Last seen on 1.5.46 when the ascites had recurred and in her abdomen a hard mass could be felt rising out of the pelvis.
Specimen consisted of a uterus removed by total hysterectomy together with both appendages. The uterus was of normal size and was lined by a thickened endometrium. A section showed -the presence of a number of cystic glands and a dense stroma infiltrated with lymphocytes (metropathia hwemorrhagica) ( fig. 1) . The left ovarian tumour measured about 2i in. by 14 in. and consisted, for the most part, of two cysts. One cyst measured 1X in. in diameter and contained blood-stained fluid; there was a fine papilliferous lining. The other cyst was smaller and was not opened. The surface of the tumour was studded with rather larger papilliferous nodules. Section of the growth showed it to be a papilliferous adeno-carcinoma (fig. 2) . The right ovary was replaced by a solid yellowish-white tumour measuring about 24 in. by 2 in. There was a small cyst at the base of the growth. The surface was also studded with small nodules.
A section ishowed it to have a stroma analogous to that of a fibroma. It harboured numerous cavities, most of them narrow and elongated and a few short cystic ones. They were lined by a malignant epithelium similar to that seen in the other ovaTian tumour (fig. 3 ). Another section of the growth was stained with Sharlach red. It showed the presence of fat in degenerated cells floating in the lumen of cystic cavities, and also in the stroma cells ( fig. 4) . The tumour was therefore a xanthofibroma thecocellulare.
These tumours were first described in 1927 by Moretti and Arrigoni, ,and are found most frequently in women past the menopause when they give rise to vaginal bleeding. They have also been recorded in younger women complaining of irregular vaginal bleeding. They are unilateral, solid in consistency and formed of connective tissue cells rich in fat. They secrete oestrogenic hormone.
Schiller believes that these tumours arise from ovarian mesenchyme and regards them a's a subgroup of fibromata. Novak, on the other hand, states that they are granulosacelled tumours which have become luteinized. In support of this latter view, Traut and Note: Fig. 3 .-Malignant epithelium lining the cystic spaces. Fig. 4 .-Section stained for fat whiclis seen in cystic spaces.
Butterworth were able to produce thecomata and granulosa-cell tumours in immature mice by irradiation of the ovaries. This Isubject, has been reviewed by Miss Barnes. It is a rare tumour with low-grade malignant characteristics, land this case described is of especial interest -as it shows the presence of a carcinoma as well, possibly a secondary growth, the primary site of which was in the oppo-site ovary.
